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ALISTAIR MAIR, M.B., Ch.B. AND 


Our practice is organized within a compact area 
measuring approximately two and a half miles square. 
The total population of the town, which is expanding in 
size, is not known with accuracy, but is believed to be 
18,000 plus or minus. 

This population is served by eight principals 
organized within three separate practices, and by ten 
doctors resident outside the town but treating upwards 
of 1,000 persons within the town. It follows that 
approximately 17,000 persons are treated by eight local 
doctors, an average of 2,125 patients for each principal. 
It is worth noting that all of these eight principals are 
maintained hard at work throughout the whole of the 
year. Indeed, it is a local truism among the practices 
that “ there is no slack period.” 


Purpose of Study 


The present study relates only to our own practice 
and analyses certain points of direct bearing upon the 
amount of work capable of being efficiently carried out 
by an active general practitioner, and the remuneration 
which he has received during the past five years 
(1954-8 inclusive). 

There is no end to the information which may be 
extracted from such a study, but we have concerned 
ourselves only to discover : (1) How many services were 
rendered to each patient on our list per annum. 
(2) What proportion of cases at risk were seen 
annually. (3) How many services were rendered per 
annum in all. (4) What were the relative proportions 
of visits by ourselves to patients’ homes and attendances 
at our surgeries. (5) What was our gross income per 
annum, the practice expenses per annum, and the 
average net fee earned per service. (6) How many 
patients we were capable, efficiently, of serving per hour 
during our surgery hours. (7) How many visits we 
could efficiently carry out per hour. (8) What were the 
relative demands made by males and females. (9) What 
was the average surgery attendance throughout the 
years. (10) What was our average daily visiting-list. 
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No attempt has been made to have these figures 
statistically adjusted, and they are expressed in a 
straightforward fashion. We are content to leave it 
to any interested statistician to do with them as he 
pleases. 

Method 


Records were kept of all visits, and of all attendances 
at the surgery which involved more than a word or two 
of advice, a trivial dressing, or reassurance. All 
significant conditions were carefully recorded, and it is 
important to note that only those cases which required 
some reasonable service have been used for purposes of 
analysis. 

Taste I.—Numbers on List 


Males on Males Females Females 
Year List Joining on List Joining Total 
January 1 | During Year| January 1 | During Year 
1954 1,335 2 1,247 144 2,946 
1955 1,555 159 1,391 146 3,251 
1956 1,714 1,537 159 3,566 
1957 1,870 173 1,696 1 3,923 
9 043 170 1,880 147 4,230 


If we had had the foresight to realize that the figures 
would one day be used for this purpose, all surgery 
attendances would have been recorded in detail. As it 
is, for the years 1954, 1955, and 1956 only significant 
cases have been considered and the figures are thus 
underestimated. For the years 1957 and 1958 the total 
number of services rendered has been scrupulously 
recorded and the figures for these years are accordingly 


more accurate. 
Findings 

The rising number of surgery attendances and 
diminishing number of home visits (Table ID is 
explained by several factors. 

(1) 1954 was the first year in which we took over the 
practice and it was some time before we had assessed 
our patients. We preferred, at first, rather than cause a 
surgery to drag on for hours, to examine all patients in 
detail in their homes when first seen. Only after yA sey 
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Taste IIl.—Number of Services 


Number of Number of | Total Number Total 
Year Surgery Services 
Visits Visits Visits to Rendered 
| (Male) (Female) Both Sexes | “ender 
1954 3,232 2,927 10,580 | 16,739 
1955 4,159 | 3,937 7,494 15,590 
1956 4,401 5,180 6,532 16,113 
1957 9,231 8,566 6,962 | 24,759 
1958 9,424 10,624 6,381 | 25,268 


some knowledge of their physical, emotional, and social 
peculiarities did we reduce our home visits and step up 
attendances at the surgeries. 

(2) There was a considerable proportion of elderly 
chronic sick when we assumed control, and it was some 
time before many of those were rehabilitated. Many in 
fact were rehabilitated sufficiently to resume active lives. 

(3) There was. an attempt by various patients to see how 
far they could go in handling the “ new doctors,” and many 
who should have been seen at the surgery demanded 
attention at home for lesions which in no way immobilized 
them. Only when this trend had been disciplined did the 
proportions of services rendered as between home and 
surgery reach reasonable dimensions (Table IID. 


Ill.—Number of Services 1957-8 


Number of Number of Number of Total 
Year Surgery Visits | Surgery Visits | Home Visits Services 
(Male) (Female) | (Both Sexes) Rendered 
1957 9,231 8,566 6,962 24,759 
1958 9,424 10,624 6,381 25,268 


No significant conclusions may be drawn, we believe, 
from the relative numbers of males and females 
attending our surgeries, but it is interesting that the 
total number of services rendered per annum in all 
rose from 16,739 in 1954 to 25,268 in 1958, and that 
with a net rise in the practice numbers of 1,284 patients. 
We have attempted to offer a full service, carrying out 
our own inoculations, immunizations, etc., and sending 
patients to hospital only when strictly necessary. For 
example, almost all cases of coronary thrombosis, 
pneumonia, and acute medical catastrophe have been 
treated at home, and only a few of our geriatric cases 
have been hospitalized. 

Our experience has also been that whatever facility 
we offered was immediately seized upon by our patients 
and that the more we offered them the more they 
asked. Nor did the rehabilitation of chronic sick 
diminish the numbers of their attendances, They have 
to be maintained fit and mostly attend the surgery 
monthly for renewal of drugs, review, and assessment. 

Prevention of disease, the control of morbid 
processes, and the energetic treatment of the acute 
lesion do not reduce either work, total number of 
prescriptions, attendances at surgery, or cost to the 
taxpayer. Indeed, a vicious circle—-or perhaps it would 
be more happy and accurate to say a rehabilitative 
circle—is established which annually costs the taxpayer 
more and more, and which annually imposes more and 
more demands upon doctors to retain health and prolong 
life, be it either active or in a state of medicated survival. 


Tas_e [V.—Proportion of Patients Seen 


Number of Number of Patients | Number of Patients 
Year Patients who Received who did not 
at Risk Service Require Service 
1954 2,946 1,474 1,472 
1955 3,251 1,908 1,343 
1956 3,566 2,087 1,479 
1957 3,923 2,434 1,489 
1958 4,230 2,540 1,690 


We consider Table IV to be very illuminating. In 
each year the proportion of patients seen rose steadily 
from 1,474 to 2,540 while those not attended remained 
between 1,472 and 1,690. It should be remembered that 
the practice operates in a town with almost full 
employment, good housing, and good wages. The 
increased figures are explicable on the suggestion that 
the more services offered the more they are used, and 
that preventive medicine, the management of tension, 
hypertension, peptic ulcer, and the like, causes increasing 
numbers of persons to take advantage of treatment 
offered. A large number of persons attend for advice 
on the conduct of affairs which only impinge on the 
functional aspects of medicine, but which are part of 
the traditional duties of good family doctors. This 
trend could rise very sharply if it were given any more 
encouragement, and it often seems to us that a man 
might make a fair income in private practice by simply 
advertising himself as being willing to sit and listen 
to people unburdening themselves of grievances. As 
things are, a willing family doctor is regarded as a safe 
repository, and confession appears to alleviate many 
human problems of stress. 


Taste V.—Number of Services Rendered per Annum per Patient 


at Risk 
Number Number of Number of 
Year of Patients Services per 
Services at Risk Patient at Risk 
1954 16,739 2,946 5-68 
1955 15,590 3,251 479 
1956 16,113 3,566 451 
1957 24,759 3,923 631 
1958 25,268 4,230 5:97 
Average number of services per patient over five-year 
period “a es os 5-45 


Services Related to Income 
It is interesting to relate the number of services 
rendered to gross and net income. 


Taste VI.—Relation of Number of Services Rendered to Gross 
and Net Income 


Gross Expenses 
Practice as Agreed Net Remunera 
Total Income tion 
Income with 
ear | | | | or 
Nearest to Nearest . 
£1) £1) £1) Service 
1954 16,739 £3,886 £1,359 £2,527 3s. 14d 
1955 15,590 £4,256 £1,441 £2,815 4s. 64d 
1956 16,113 £4,765 £1,522 £3,243 $ 
1957 759 £5,534 £2,448 £3,086 2s. Sid 
1958 25,268 £6,482 £2,374 4,108 3s. 
Totals for five 
years .. 98,469 £24,923 £9,143 £15,778 
Average net remuneration per item of service, over five-year 


As has already been indicated, the figures for the first 
three years (1954-6 inclusive) are considerably 
underestimated so far as services at the surgery are 
concerned. A more realistic impression of the net 
remuneration per item of service is gained from the 
two-year period 1957-8, when the average figure drops 
from a net average for the five-year period of 3s. 5jd. 
to 2s. 10d. 


Work and Efficiency 
Those interested in discussing our figures may be 
curious to know the reason for the high practice 
expenses in 1957 and 1958. It lies in the need to employ 
an assistant for approximately seventeen months of that 
time. This, in turn, introduces the general subject of 
how much work and how many services can be 


é 
t 
7 
Si 
Vv 
A 


JUNE 20, 1959 


FIVE-YEAR STUDY OF A GENERAL PRACTICE 


SUPPLEMENT 10 THE 
__Br RITISH MEDICAL JOURNAL 


283 


rendered to how many patients by a conscientious 
partnership offering a comprehensive service. This 
practice found that with two principals and no assistant 
their efficiency was beginning to fall off when the figure 
of 18,000-19,000 services per annum was being 
rendered by the firm as a whole to a practice list of 
some 3,700. 


Figures are rather vague at this point because 
awareness of rising tension and diminishing efficiency 
penetrated one’s consciousness only slowly at first. 
With a list of 3,700 we were able to cope but felt 
pressed. Normally no assistant would have been 
employed until, possibly, the list rose to 4,000, when we 
were agreed, bearing in mind the incessant demands of 
patients, that further help would be unavoidable. It 
happened, however, that we were introduced to a doctor 
with whom we felt able to work harmoniously, who 
promised well for the future, and with whom there was 
no personality or other clash. His arrival was timely and 
our hopes were vindicated to such an extent that, with 
our list hovering on 4,250, he was taken on at the end 
of 1958 as third partner. This was, by then, a sheer 
necessity, since even with three effective and healthy 
members in the team we were, and still are, actively 
busy. At present we are no more than comfortably 
busy, but with a rising list we expect to be pressed, and 
feel pressed, within another twelve to eighteen months. 


Analysis of Work 


The following table analyses the work in the years 
1957 and 1958. 


TaBLe VII.—Breakdown of Work 1957-8 


Year | 1987 1958 
Total number of services rendered in the surgeries 17,797 18,887 
Number of surgeries conducted by each principal 568 568 
Total number of surgery sessions 1,136 1,836 
Average number of cases seen per surgery (total) 31-2 33-25 
” ” ” y 
each principal + 15-6 16°62 
Average duration of each surgery session per 
principal : 
6 morning i 3. hours 
lafternoon .. 2-30 hours 2:30 2:30 
4 evening ie 
Number of cases seen per hour by each principal 6-75 7-22 
Total number of home visits 6,962 6,381 
Number of visiting days per annum less 30 days’ 
holiday (6-day routine visiting week) 283 283 
Number of visits per principal per visiting day . 12-30 11-27 
Number of visits per hour on average . . 4-00 4-00 
Number of hours passed daily in home visit- 
ing, 6 days per week, per principal 3-07 2-81 
Average number of hours per day in note keep- 
ing, letter filing, telephoning, meee admin- 
istration, urine testing, etc. ° 1-5 1S 


Eleven surgery sessions are held weekly by the firm. 
Two surgeries and two waiting-rooms are available. 
The third partner now does visits on a rota system 
with the others during surgery hours. Surgeries are 
held on week-day mornings, Monday to Saturday, from 
9 am. to (doors close) 10 a.m.; on Wednesday 
afternoon from 2 p.m. until 3 p.m.; and Monday, 
Tuesday, Thursday, and Friday evenings from 6 p.m. 
to 7 p.m. 


TaBLe VIII.—Breakdown of Working-time on an Average Basis 
of a Six-day Working Wee 


1957 58 
6 mornings at2-Shourseach 15 hours 15 __ hours 

Surgeries 1 afternoon at 1-75 hours TS 

4 evenings at 2-16 hours each 64 ,, * 8-64 ,, 
= 6-day routine home visiting 

Visits { «1686 ,, 
and 
in note filing an writing, 
discussing cases with 
partner, etc. One and a 


{half hours daily 9 9 as 
Total actual work per wnt 52-81 


On a flat average, taken over a two-year period, the 
morning surgery sessions stopped at 11.30 a.m.; the 
evening at 8.10 p.m.; and the Wednesday afternoon at 
3.45 p.m. 

The above figures take no account of the need to be 
on call for emergencies. For the years 1957 and 1958, 
when an assistant was available, the principals were on 
call for emergency work one week-end in three and one 
full day per week. On this basis they were on call as 
follows: 


Hours Hours 

Week-end on duty ‘ 48 
Average for one week 16 16 
Day on call weekly... 24 
Less normal working hours accounted 

for in Table VIII—that is, 1/6 of 52-81 88 
Extra when on call 15-2 15-2 


It follows that the total number of hours either 


on call or while actually working were 31-2+52-81=84-01 


Comparison with Others 
We are well aware that the numbers of cases visited 
per hour and the numbers seen in our surgeries per hour 
are lower than figures available from discussions with 


colleagues. They should be compared with those listed 
by Taylor.' 
TaBLe [X.—Comparison of Our Figures with Those of Taylor 
| Taylor Ourselves 
1954 1957 1958 
Size of list, per principal (average) 2, 1,961 2,115 
Services per patient 5-5 (1950) 63 $9 
Attendances at surgery per patient 3-1 (1950) 45 44 
Visits per patient 1-7 (1950) 1-7 1-5 
Minutes Minutes 
Time per item of service 8-8* 8-3* 
“ Quickies *: renewal of certi- 
ficates or script with no 
examination : 3 mins. 
Progress cases $-10 ,, 
Short new cases at 5-10 ,, 
Intermediate new cases 
Long new cases P on 


* This is an average figure, and we have made no attempt to break ‘down 
our cases into “types.” But, clearly, we must see our people much more 
swiftly than Taylor indicates as ideal, bearing in mind the long time required 
for intermediate and long new cases. 

Analysis of these comparative figures suggests that 
a list of just under 2,000 patients is the maximum which 
can be handled with efficiency by a healthy, energetic 
principal. With this list, or thereabouts, each, our 
practice is working its two principals for over 50 hours 
weekly, not counting time on call duty for emergencies. 
With this list surgeries are lasting for upwards of one 
and one-third hours after the doors are closed and 
patients are being seen more slowly by far than is 
usual, but still too quickly to conform to the conditions 
suggested as desirable by Taylor. 

At first sight six or seven patients*per hour is not very 
much, and colleagues are apt to say that they deal with 
twenty or more per hour quite easily. In our view this 
is absolutely incompatible with good work and more 
approximates to the sausage-machine or conveyer-belt 
mass-production techniques of factories. 


Comment 
It is a truism to record that 30 minutes is a normal 


‘ consultation time for medical cases in private practice, 


frequently more for surgical or other specialties, and 
that much longer may be required for psychiatric 
problems and the like. By comparison with this it 
seems obvious that an eight and a half minute average 
for State patients is far from ideal and likely to favour 
skimping. 
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From time to time, when surgeries have been 
relatively quiet, we have worked at a speed comfortable 
to ourselves and enabling us to deal seriously and 
thoroughly with every problem propounded by our 
patients. On that basis we have never seen more than 
three to four per hour, a speed wholly unrealistic when 
considered against the demands of patients for a speedy 
turnover in the waiting-rooms, and incompatible with 
the doctor’s own needs to deal with home visits and 
administration. 


We believe that the figures we have listed indicate : 


(1) That the maximal list in a healthy, middle-class, 
compact, and prosperous practice is 2,000 per principal. 

(2) That this list demands an average six-day working 
week of 50 hours from each principal. 

(3) That with a practice of two principals and a total 
list of 4,000, each member is either on call or working for 
over eighty hours per week. 

(4) That efficient service to patients increases their 
demands and requires increasingly large expenditures of 
time and money. 

(5) That in order to maintain a turnover of even seven 
patients per hour in surgeries the doctors must work at a 
speed, and under a degree of tension, which cannot be good 
for their own health or emotions, and that this speed cannot 
ideally cover the total needs of the patient. That, in effect, 
it leads to a less perfect service than could be so in other 
circumstances. 

(6) That with a list of 4,000 and two principals it is 
necessary to employ an assistant, or else to take on another 
partner, in order to keep up a reasonable standard of work. 

(7) That the remuneration is unrealistic considering 
the hours worked, responsibilities shouldered, and by 
comparison with the reward won by other trades and 
professions. 

(8) That practice expenses must, automatically, be high if 
good-quality standards are to be maintained. The break- 
down of our expenses is listed below. 

(9) That the premises upon which the Health Service 
was based are discredited by our own figures, which show 
that 57.8% of the patients receive treatment per annum 
and only 42.2% are not seen. 

(10) That the more comprehensive the service offered the 
greater are the demands made by the patients, and the more 
critical they become with results—reflected in an increasing 
drug and other national bills. 

The increasingly critical standards of the patients and 
their awareness of the need to be co-operative, attend early. 
practise prevention rather than cure, seek rehabilitation and 
so on, is of course ideal, but it also creates a need for more 
work and more expense. It also lays a steady load upon the 
doctors and increases the argument in favour of lower 
maximal lists. 


Practice Expenses 

It may be asked : Where did these expenses arise ? 
Our practice is conducted from suites of two surgeries, 
two waiting-rooms, and office disposed as an annexe 
to the house of one of the principals. Only 
maintenance of this portion of the house relates to 
practice expenses. Our cars are small and economical : 
none have ever been above 9 or 10 horse-power. 
Heating is by gas and electric fires. A receptionist and 
a cleaner are employed. There are three telephone 
accounts, one for each principal and one for: the 
assistant (that was), with two extension instruments 
on rental. Surgery accommodation is generously 
comfortable. 

Practice expenses are high (36.7% of gross income), 
but it seems to us that ours are no higher than is 


FIVE- YEAR ST UDY OF A GENERAL PRACTICE 


SUPPLEMENT to tHe 
BritisH MEDICAL JOURNAL 


Expenses Expressed as Percentages of the Whole 


Wages and insurance stamps 36-03 
Car expenses 22-62 
Superannuatien contributions ‘ 12-53 
Repairs and renewals 6-59 
Accountancy fee 3-89 
Rent and rates .. 2-82 
Heating and 2°24 
Sundries 2-21 
Stationery 1-99 
Subscriptions (B. M.A., omer Soc. Med., ete. y 1-71 
Postage stamps 1-00 
Medical instruments 0-92 
Insurance premiums 0-55 
Bank interest 0-10 

100-00 


compatible with offering decent comfort to our patients 
and efficient practice administration. The cars used are 
Volkswagens, which are among the most economical 
of all, and if we operated more lush types of transport 
our expenses would be proportionately increased. Nor 
does it seem to us that a reward of £1,577 per annum 
for each of two principals, averaged over the past five 
years, is a fair reward for the management of several 
thousands of patients and the provision of services to 
the limit of their demands. 


Conclusion 


Finally, we can but comment that the maximal lists 
must, in reason, be reduced drastically if the public is 
to be given a service which will enable doctors to give 
an adequate amount of time to each patient on each 
visit, be it at their home or during surgeries ; which will 
ensure effective follow-up of all cases and the diligent 
assessment of all new long cases; which will reduce 
waiting-times in waiting-rooms to something reason- 
able ; and which will reduce stress laid upon doctors by 
the need always to be rushing and keeping an eye on 
the clock. 


It is also very obvious that the salary return is wholly 
inadequate, bearing in mind the outlay of years and 
money required to train doctors, the responsibilities 
which they must shoulder, the temptation to skimp 
practice expenses necessary to patients’ comfort and 
efficient practice administration, and the sense of 
resentment which is fostered in their minds when they 
contemplate the earnings of various other groups of 
society. 

We feel we must point out that we are fortunate in 
having additional income from other sources. Were it 
not so, the practice of medicine as indicated in this 
memorandum would not, realistically, be possible. 
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' Taylor, S., Good General Practice, 1954. Oxford University 
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PUBLIC HEALTH OFFICERS REGULATIONS, 
1959 


One of the consequences of the Local Government Act, 
1958, is the issue of new regulations’ governing the duties, 
qualifications, and appointments of medical officers of health 
and public health inspectors. The new regulations, which 
apply to England and Wales, came into operation on June 
15: they substantially repeat the provisions of the former 
regulations now repealed. The regulations make applicable 
to all local authorities the requirement that a public health 
inspector shall perform his duties under the general direction 
of the medical officer of health. 

‘ Statutory Instr uments, 1989, Nos. 962 and 963. The Public 


Health Officers Regulations, 1959, and the Public Health Officers 
(Port Health Districts) Regulations, 1959. 
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EDINBURGH 
“ UNCOMMONLY PLEASANT CITY” 
BY 


C. H. DAVIDSON, M.B., Ch.B., F.R.C.P.Ed. 


Overlooking the windy estuary of the Forth, the ancient 
city of Edinburgh sits on a long high ridge; few 
situations could be more impressive or better chosen for 
the enjoyment of splendid prospects. The climate, 
although not ideal, hardly justifies the bitter verdict of 
the ailing Stevenson when he wrote: “ The weather is 
raw and boisterous in winter, shifty and uncongenial in 
summer, and a downright meteorological purgatory in 
spring. The delicate die early, and I, as a survivor among 
bleak winds and plumping rain, have. been sometimes 
tempted to envy them their fate. For all who love 
shelter and the 


distinctions include Charlotte Square, George Street, 
Heriot Row, and Moray Place. 

At this time, though bereft of Crown and Parliament, 
Edinburgh was a capital of the intellect; within its 
bounds David Hume talked and drank with his old 
friend Adam Smith ; Dugald Stewart, Professor of Moral 
Philosophy, enchanted hundreds of students (including 
Cockburn and the future Lord Palmerston) with his 
eloquence and erudition : Robert Burns enjoyed his brief 
season of glory, and Walter Scott wrote some of the 
novels which were to grip the imagination of the civilized 
world. 


University and Medical School 


Edinburgh University was founded in 1583 in the 
reign of James VI. In 1789 the present Old College 
was built to the design of Robert Adam, and is one of 
his most notable achievements. The library hall is a 

magnificent room, 


blessings of the 
sun, who hate 
dark weather and 
perpetual tilting 
against squalls, 
there could 
scarcely be found 
a more unhomely | ¥ 
or harassing place 
of residence.” 

Little can be 
said with certainty 
of the origins of 
Edinburgh before 
the reign of Mal- 
colm Canmore in 
the eleventh cen- 
tury. The city’s 
name has _ been 
erroneously attrib- 
uted to Edwin, 
the Northumbrian 
prince whose 
conquests included the Lothians in the seventh century, 
and it is more likely that the name is of Welsh or Gaelic 
derivation. 

Old Edinburgh was very much a royal city, and for 
long was confined to the ridge running from the royal 
castle on the rock to the regal foundation of the abbey 
and palace at the foot of the slope. In 1450, with the 
building of the King’s Wall, Edinburgh first appears as 
a walled city capable of defending itself. The enclosed 
space was small and the inhabitants had to build 
upwards, producing the tall tenements or “ lands ” which 
remain a feature to this day. This mediaeval town 
survived until the eighteenth century, when the appalling 
stenches of the High Street were impartially enjoyed by 
the aristocracy and the lower orders of society who lived 
in an insanitary propinquity. 

In 1707, with the union of the Parliaments of England 
and Scotland, Edinburgh ceased to be a seat of 
government. However regrettable was the loss of 
political independence, there can be little doubt that 
material advantages accrued. The upper classes were 
becoming rich, and, tiring of the squalor of the old 
town, they moved northwards. Happily, good architects, 
good masons, and good stone were plentiful, and they 
combined to produce the New Town, whose architectural 


Edinburgh from the Queen’s Park. 


a visit. At the end 
of the last century 
the new medical 
buildings were 
erected, and have 
done good service, 
but they are now 
out of date and in 
process of recon- 
struction. It is of 
interest to record 
the rise in the 
student popula- 
tion ; in 1883 there 
were 3,341 under- 
graduates; to-day 
there are 6,586, and 
by 1963 the figure 
will be well over 
7,000. 

Inspired by the 
teaching at Leyden, 
the Medical School was founded in the late seventeenth 
century by Sibbald (1641-1722) and Archibald Pitcairns 
(1652-1713). A century later the leading figures were 
William Cullen (1710-1790), Monro Secundus (1733- 
1817), and Dr. Gregory, who has achieved immortality 
by his homely mixture of rhubarb and ginger which 
flourishes to this day. The nineteenth century saw a 
further rise in the reputation of the Edinburgh School. 
James Syme (1799-1870) was one of the great surgeons 
of his time, and was succeeded as professor of clinical 
surgery by his son-in-law, Joseph Lister (1827-1912), 
whose historic work on wound infection opened a new 
era for surgery. On November 10, 1847, Sir James 
Simpson (1811-1870) communicated his “ Account of 
a New Anaesthetic Agent” to the Edinburgh Medico- 
Chirurgical Society, and a few days later administered 
chloroform to a patient in the Royal Infirmary. 


The Royal Infirmary (founded in 1741) to-day houses 
the main professorial units and is the principal centre 
of teaching and research in South-east Scotland. The 
present buildings, almost a century old, are inevitably in 
need of modernization, and reconstruction is planned 
Anyone familiar with the Royal Victoria Hospital in 
Montreal will feel at home in Edinburgh’s Infirmary, 
since the Victoria was modelled on it. The old municipal 
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hospitals were mainly situated in the north side of the 
town. In 1948 they were united to form the northern 
group of hospitals, and, despite their old buildings, they 
are now doing first-class work. This has been due 
to the enlightened policy of the municipal authorities 
and the University, who combined to develop and 
modernize the old Poor Law institutions. 

There has been formal postgraduate teaching in 
Edinburgh since the beginning of this century. In the 
past fifteen years it has been vastly increased, and 
courses in medicine and surgery are regularly held which 
are attended by large numbers of doctors from the 
United Kingdom and overseas. The Royal College of 
Surgeons (founded 1505) and the Royal College of 
Physicians (founded 1681) have for centuries been a 
potent influence in this country and abroad. Since the 
war their activities have greatly increased, and each 
year several hundred doctors present themselves for 
their higher examinations. 

In recent years many new appointments have been 
created in the University and Medical School, and have 
been filled by able men from all parts of the country. 
Dr. Johnson may have been right in 1763 when he said, 
“ Sir, the noblest prospect a Scotchman ever sees is the 
high road that leads him to London,” but in the twentieth 
century the traffic has certainly not been one-wav, and 
visitors may attend academic meetings whe: the 
prevailing accents are those of St. Thomas’s and Oxford. 


Modern Edinburgh 


This century, of course, has seen a considerable 
enlargement of the city. Substantial villas house the 
douce citizenry and municipal estates provide hygienic 
if rather dull homes for the former occupants of the 
slums. The Canongate and High Street, left in the 
eighteenth century by the bourgeoisie, are now in turn 
being deserted by the working classes. Some of the 
ancient tenements, by the labours of an imaginative 
architect and a sympathetic town council, are being 
excellently restored and occupied by middle-class 
tenants. An interesting sociological wheel has gone 
full circle. 

Edinburgh, affectionately and appropriately known as 
Auld Reekie, has more than its share of atmospheric 
dirt, to which British Railways make a _ singular 
contribution, but it has been spared much of the ravages 


Edinburgh University: Medical Buildings. 


Royal Infirmary—Simpson Memorial Maternity Pavilion. 


of heavy industries. Printing and brewing are two of 
the main occupations of the inhabitants. Another is 
insurance, the head offices of five of the largest British 
companies being situated in St. Andrew’s Square. 

The Court of Session, the highest civil court in 
Scotland, sits in Edinburgh. Its judges are law lords, or, 
to give them their full title, Senators of the College of 
Justice. Practitioners at the Scottish Bar are advocates. 
They live in the New Town, and during the legal termcan 
be identified in their black coats, striped trousers, and 
winged collars, striding up the steep slope known as the 
Mound on their way to Parliament House. 

Each year the General Assembly of the Church of 
Scotland meets in Edinburgh. The Assembly is opened 
with great pomp and ceremony by the Lord High 
Commissioner, who represents the Queen and lives in 
Holyrood Palace. The business of the Church is 
conducted throughout the week in the Assembly Haii 
overlooking Princes Street. 

Although very small in comparison with London, 
Edinburgh has-all the amenities of a capital city. There 
is a sufficiency of good hotels, theatres, and concert halls. 
Each year an international festival of music and drama 
is held, and for three weeks the city is drenched in 
culture of every conceivable form. 

Among sporting facilities mention may be made of 
golf. It would be an overstatement to say that every 
native of Edinburgh plays golf, but, of a certainty, every 
native at some time in his career has attempted to play 
golf. This is hardly surprising, since there are no fewer 
than 39 courses in the district, ranging from modest 
municipal courses (which can be enjoyed at minute cost) 
to the noble links of the Honourable Company of 
Edinburgh Golfers at Muirfield, where the Walker Cup 
and British Open Championship are being held this year. 

Edinburgh remains an uncommonly pleasant city and 
deeply rewards the study of an inquiring and intelligent 
visitor. Robert Louis Stevenson, after the diatribe 
previously quoted, goes on to say: “ And yet the place 
establishes an interest in people’s hearts ; go where they 
will they find no city of the same distinction ; go where 
they will they take a pride in their old home.” 

With these sentiments I am in full agreement. 


The photographs reproduced are by The Scotsman Publications, 
Ltd., Edinburgh. 
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END OF EVIDENCE 


The Royal Commission on Doctors’ and Dentists’ 
Remuneration has concluded its hearings of evidence in 
public. Any person who wishes to submit further written 
evidence for the consideration of the Commission should 
do so not later than June 30 to the Royal Commission at 
10, Carlton House Terrace, London, S.W.1. 


GENERAL MEDICAL SERVICES COMMITTEE 
ELECTION OF DIRECT REPRESENTATIVES, 1959-60 


The following direct representatives upon the General 
Medical Services Committee have been elected unopposed 
for the Groups mentioned : 


Group Al 

Dr. J. T. Baldwin (Penicuik, Midlothian). 
Group A2 

Dr. C. J. Swanson (Aberfeldy, Perthshire). 
Group A3 

Dr. W. M. Knox (Glasgow). 
Group A4 

Dr. R. C. Hamilton (Kilmarnock). 
Group E 

Dr. Miles Parkes (Crewe). 
Group F 


Dr. G. Murray Jones (Energlyn, Caerphilly). 
Dr. G. P. Williams (Holyhead). 
Group G 
Dr. E. W. Goodwin (Leicester). 
Dr. A. D. Stoker (Winster, Derbyshire). 


Group H 

Dr. A. B. Davies (Walsall). 
Group l 

Dr. F. A. Smorfitt (Marion, Rugby). 
Group L 

Dr. S. Noy Scott (Plympton). 
Group M 

Dr. K. S. Maurice-Smith (Ely). 
Group N 

Dr. H. S. Howie Wood (Isle of Wight). 
Group O 

Dr. J. C. Cameron (Wallington). 
Group P 

Dr. R. Green (Hurstpierpoint, Sussex). 
Group 

Dr. A. Talbot Rogers (Bromley, Kent). 
Group R 


Dr. R. B. L. Ridge (Enfield). 

Dr. R. Smith (Stanwell). ’ 
Group § 

Dr. H. N. Rose (Ilford, Essex). 

Dr. C. M. Scott (New Barnet, Herts). 
Group T 

Dr. M. Sorsby (London, E.5). 

Dr. H. H. D. Sutherland (London, W.10). 
Group U 

Dr. R. J. T. Gardiner (Belfast). 

In the contested Groups—namely : 
results were as follows: 


B, C, D, J, and K—the 


Group B 
Dr. T. S. Blaiklock (Morpeth). 
Dr. F. Lishman (Crook, Co. Durham). 
Group C 
Dr. G. D. W. Adamson (Loxley, Sheffield). 
Dr. D. L. S. Johnston (Halifax). 
Group D 
Dr. W. E. Bowden (Warrington). 
Dr. F. S. Catto (Manchester). 
Dr. J. J. Devlin (Fleetwood). 
Group J 
Dr. W. H. Hayes (Westbury-on-Trym, Bristol). 
Group K 
Dr. R. W. McConnel (Wendover). 


Correspondence 


Members’ Responsibilities 


Sir,—Dr. E. Townsend rightly refers in his letter (Supple- 
ment, May 30, p. 250) to the responsibility of members of 
the British Medical Association, and states that he found 
the Conference of Honorary Secretaries both “ hopeful” 
and “stimulating.” I believe with Dr. Townsend that there 
has been an awakening at Headquarters—a new awareness 
that modern life calls for modern methods if we are not to 
be left far behind—that every endeavour must be made to 
give information to the profession to ensure it being fully 
informed. 

The Supplement of the B.M.J. has improved in content, 
presentation, and variety. The monthly “Lines of Communi- 
cation” is a stimulating, provocative document which cannot 
fail to interest those who receive it, but only a very limited 
number do so. 

Two essential problems remain to be dealt with: (1) how 
to ensure that the available information really reaches “ the 
last man in the line ”; and (2) how his views are to reach 
Headquarters so that policy and action there may be 
securely founded on the views of the members of the 
Association. 

The machinery of “the wheel,” to which Dr. Townsend 
refers, is a method of achieving both these objects if the 
desire and determination are there to carry them out. “ The 
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THE WHEEL 


The diagram shows the model plan of organization of a Division 
(or Division-Branch) designed to secure and maintain close 
personal contact with individual members of the profession and 
to facilitate the interchange of information and opinion between 
the Council and the Divisions. The principle of the scheme is 
the formation of discussion groups of convenient size, each under 
a Convenor who may, or may not, be a member of the Executive 
Commiitee. The Convenors will be responsible for maintaining 
personal contact with the individual members of their groups. 
Each member of the Executive Commitiee, or of a special Sub- 
committee appointed for the purpose, will co-ordinate the 
activities of an agreed number of Convenors. The link between 
the Division and Headquarters is the Honorary Secretary. 
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wheel” was fully described at the Conference of Honorary 
Secretaries ; it had the blessing of the various committees 
and Council, which considered the problem, and an appeal 
was made for the setting up of this simple machinery at the 
Council in January, 1959, yet by the time the Conference 
of Honorary Secretaries was held three months later it 
appeared that it had only been set up in about 30 Divisions. 
This surely is an indication of an appalling apathy at the 
periphery and a total lack of appreciation that as members 
of the Association each one of us has a responsibility to the 
Association which he should exercise. “The wheel,” if 
properly organized, as set out below, means not more work 
for a few people but less work for more people—the load 
is spread more evenly. 

The basis of the concept is a continuing personal contact 
between groups at the periphery—easily achieved—and if 
adequately organized most rewarding and revealing in its 
results. Although there will necessarily be modifications 
required, owing to various local geographical, and other 
factors, basically it is workable. It has worked well in 
the Tunbridge Wells Division and is now being used to 
obtain the views of each individual general practitioner in 
the divisional area on the Cranbrook Report, and, in due 
course, this information, which will be of undoubted value, 
will be available to Headquarters. 

Can we not even at this late hour “put our house in 
order” ? It will need to be if the important problems 
which loom ahead are to be adequately considered by the 
profession. 

Loyalty within the profession to the profession will be 
born not because of any symbolic value attached to the 
concept but only if there is a genuine, realistic approach in 
facing the difficult practical tasks ahead.—I am, etc., 


Tunbridge Weils. R. PRosPER LISTON. 


B.N.F. Alternative Edition 


Sin,—You might be interested to hear the views of one 
who has used the Alternative Edition of the B.N.F. in 
preference to the standard (pharmacist’s) edition since 1957. 
It is much more useful to the practising physician, providing 
the maximum of information with not much more trouble 
than when using the standard edition. It is particularly 
useful in providing at a glance alternative approaches in 
therapy. I hope that all hospital doctors will be provided 
with it. 

To have access to a small, pocketable manual that draws 
one’s attention to proven and well-tried remedies provides a 
moment for reflection amidst the deluge of 
advertising material. I hope very much that in future the 
Alternative Edition will be made available to all 
practitioners, either as a normal issue or upon preference 
being expressed for it by the individual doctor. I am sure 
that the extra cost to the Exchequer will be more than offset 
by the saving that will ensue when recourse is made to it 
in preference to the advertisements.—I am, etc., 


T. S. Ermer. 


valuable 


Penketh, Lanes. 


Loyalty in the Profession 


Sirn.—The Chairman of Council in his address to the 
Annual Conference of Honorary Secretaries (Supplement, 
May 9, p. 209) calls for loyalty and makes highly critical 
remarks about doctors who have approached the press or 
their M.P. These remarks overlook the possibility that 
earlier attempts to get discussions and action from the 
B.M.A. may have been rudely ignored, and that some 
courage is required to take individual action against 
organized opposition in implementing the words, 
‘The health of my patient will be my first consideration.” 

I agree with his view that resignation is not the best 
protest, but it is often the human reaction of independent 
liberal minds when cruelly stamped on by autocratic power. 
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It is unfortunate, however, that his criticisms were, on this 


occasion, not subject to the feelings he held about critical 
resolutions in the absence of the accused, reported in the 
proceedings of Council (Supplement, February 8, 1958, 
p. 51), when his colleague Lord Moran had just dropped his 
famous clanger from the top of the ladder. One hopes that 
the loyalty referred to will be to the principles of honesty, 
truth, and justice, and not the loyalty that Adolf Hitler 
attracted and later enforced in order to practise his 
prejudices and persecutions—I am, etc., 

Davip E. Hospay. 


Scunthorpe. 
Association Notices 
Diary of Central Meetings 

JUNE 

23 Tues Scottish Council (at Edinburgh), 2.15 p.m. 

24 Wed Council, |1 a.m. : 

25. Thurs. Accidents in the Home Committee, 10 a.m. _ 

25 Thurs. Central Consultants and Specialists Committee, 
10.30 a.m. 

25 Thurs. Staff Side, Committee C, Medical Whitley Council, 
10.30 a.m. 

25 Thurs. Compensation and Superannuation Committee, 
2 p.m. 

25 Thurs. Journal Committee, 2 p.m. 

30 Tues Hospitals Subcommittee, G.M.S. Committee, 

p.m. 
30 Tues Working Party on Future of Occupational Health 


Services, Occupational Health Committee, 
2 p.m. 
JULY 


Psychological Medicine Group Committee, 2 p.m. 
G.M.S. Committee, 10.30 a.m. 


Thurs. Non-professorial Group Committee, 2 p.m. 
Fri. Joint Formulary Committee, 11 a.m. 
Welsh Committee (at Raven Hotel, Shrewsbury), 


2.15 p.m. 

Assistants and Young Practitioners Subcommittee, 
G.M.S. Committee, 2 p.m. 

Evidence Subcommittee on Hospital Medical 
Staffing (Ophthalmic), Ophthalmic Group Com- 
mittee and Faculty of Ophthalmologists, 


a 


2.30 p.m. (Date changed from June 11.) 

16 Thurs. Annual Representative Meeting (at Edinburgh), 
10 a.m. 

17. Fri Annual Representative Meeting (at Edinburgh), 
9.30 a.m. 

18 Sat. Council (at Edinburgh), 9 a.m. ’ 

18 Sat Annual Representative Meeting (at Edinburgh), 
10 a.m. 

20 Mon. Annual Representative Meeting (at “dinburgh). 
10 a.m. 

20 Mon Annual Meeting (at Edinburgh), 
12.30 

20 Mon Council (at Edinburgh), at conclusion of A.R.M 

20 Mon Adjourned Annual General Meeting § (at 
Edinburgh), 8.45 p.m. 

29 Wed. Alcohol and Road Accidents Committee, 2 p.m. 


Branch and Division Meetings to be Held 


Barner Dtviston.—At 27, Hillside Gardens, Barnet, Saturday, 
June 20, 7.30 p.m., annual meeting to be held in conjunction with 
annual cocktail party. 

BuRNLEY Diviston.—At Reedley Hall Nurses’ Training School, 
Reedley, Friday, June 26, 2.30 to 5 p.m., and Saturday, June 27, 
3 to 6.30 p.m., First Annual Clinical Meeting. 

Coventry Division.—Thursday, June 25, 2.30 p.m., cricket 
match versus Chemists at Bablake Old Boys’ ground, Hollyfast 
Road. 

MONMOUTHSHIRE -Diviston.—At St. Mellons County Club, 
summer dinner-dance. 


Thursday, June 25, 8 p.m., 

Soutu Essex Drviston.—At Railway Hotel, Hornchurch, 
Friday, June 26, 8.30 p.m., annual general meeting. 

Tower HAMLets Drvision.—At St. Andrew's Hospital. 


London, E., Friday. June 26, 3 p.m., Dr. J. A. Robertson: 


Value of Some New Remedies.” 
Wootwicu Drvision.—At Eltham and Mottingham Hospital, 
Passey Place, S.E., Friday, June 26, 8.30 p.m., A.G.M. 


Correction.—We regret that in the list of additions to the 
B.M.A. Library published in the Supplement of June 6, p. 259, 
we omitted the name of Professor E. W. Walls as joint author 


with Sir Gordon Gordon-Taylor of Sir Charles Bell: His Life and 
Times. 
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